We report a case of bladder prolapse through a patent urachus in a term male neonate with a large, red, tubular, mucosa lined mass inferior to the umbilical cord. A cystic mass communicating with fetal urinary bladder was detected in an antenatal ultrasound in a 26 years primigravida at 18 and 26 weeks gestation. The cyst disappeared at 35 weeks and a new solid mass was noted at the fetal abdominal wall. After birth a protruded mucosal mass inferior to the umbilical cord was noted. Urethral catherisation confirmed communication with bladder. On the second day of life excision of urachus, repair, reduction of bladder and reconstruction of abdominal wall was performed. The patient voided well and was discharged on ninth day without any complication.
Introduction
T he urachus is an embryological communica on between fetal urinary bladder and the umbilicus. The lumen of the urachus is normally obliterated during the fi h or sixth month of embryonic development and becomes the median umbilical ligament which lies in the space of Retzius, between the transversalis fascia anteriorly and the peritoneum posteriorly.There are four main variants: urachal cyst, urachal sinus, urachal diver culum and patent urachus. Among all patent urachus is rare(10%) and is presented as the most severe form 1,2 . This is the fi rst case report of bladder prolapse through a patent urachus in Nepal.
The Case
A 26 year old primigravida a ended an obstetrics antenatal ultrasound screening at 18 weeks of gesta on. The mother has no specifi c history of medica on or illness during pregnancy. The ultrasound showed a smooth hypoechoic umbilical cyst with diameter 18 mm connec ng with a bladder via a small duct and the diagnosis: allantoic cyst and patent urachus. Repeated ultrasound at 26 weeks gesta on showed no change. The cyst disappeared at 35 weeks and a small solid mass was noted on fetal abdominal wall on Ultrasonography. The kidneys were normal. Bladder could not be assessed properly.
A male newborn of 3000 gm was normally delivered at local hospital in Kathmandu. Pa ent was immediately referred to Kan Children's Hospital. The physical examina on revealed a 4.5 cm protruding mass inferior to umbilical cord. Umbilical cord appeared bigger than normal with two arteries and one vein. Other physical examina ons were normal. Foleys catherisa on per urethra confi rmed a communica on between the mass and urinary bladder. The exposed mucosa of the bladder had no infl amma on or necrosis. umbilical vessels were ligated. The urachus was excised and the bladder was closed in two layers and reduced into the abdomen. The corrugated drain was put and abdominal defect was repaired. The postopera ve period was uneven ul. Pa ent started breast feeding next day. Foleys was taken out on sixth day and drain on seventh. Pa ent voided well and discharged on ninth postopera ve day. The fi rst follow-up in OPD showed no complica on in two weeks postopera vely.
Discussion
Urachus is an intraembryonic communica on between the allantois and the cloaca. It undergoes oblitera on of its lumen in the fi h month of gesta on while it is stretched by the bladder descending into the pelvis. It narrows to become a fi bromuscular strand extending from the apex of bladder to umbilicus which is called median umbilical ligament 1 . The incidence of patent urachus is 0.25:10000 deliveries and males are aff ected twice as commonly as females 2 .
If this embryological structure persists a er birth, it can form one of the four main types. The type of urachal anomaly is directly related to which segment of the urachus persists a er birth. Patency at the umbilical end persists as an urachal sinus which may cause umbilical discharge and celluli s. Patency at the bladder end presents with bladder diver culum that may be diagnosed later if any clinical symptoms like urinary tract infec on or stone forma ons occurs. Oblitera on of both umbilical and bladder end with mid patency results to urchal cyst. Persistence of the whole urachus causes urine leakage through umbilicus 2,3 .
Our case had no associated anomalies as seen on physical examina on and abdominal ultrasound. Various associated anomalies have been reported in about 40% of children with urachal anomalies like omphalomesentric remnants, omphalocele, hydronephrosis, urogenital anomaly etc 4 .
Matsui F et all in their two case reports have stated disappearance of the cyst and appearance of mass in a serial fetal ultrasound which is the characteris c feature of a patent urachus with bladder prolapse. Similar to them our case also has a cys c mass ini ally which disappeared in late gesta on (35th weeks) and changed to a umbilical mass 5, 6 .
The cyst may rupture as urine output increases and with the development of the fetal abdominal wall 6, 7 . In our case solid mass was observed at 35th weeks of gesta on and baby delivered at 37+ weeks. So due to shorter period of perinatal mucosal exposure there was only minor mucosal infl amma on. This may have made bladder closure easier without any postopera ve complica ons.
Conclusion
In conclusion umbilical anomalies in the neonate include abdominal wall defects, omphalomesentric duct remnants and urachal remnants. Clear diagnosis between these anomalies is necessary because of their possible associa on with other congenital defects. These diff erent variants may need diff erent workup and diff erent surgical correc ons. Early surgical interven on is recommended as early as possible so that prognosis may be be er. Patent urachus with bladder prolapse is a rare en ty and it is the fi rst case report from Nepal.
